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White, European, Western, Caucasian, or

:What? Inappropriate Labeling in Research
on Race, Ethnicity, and Health
Raj Bhopal, MD, and Liam Donaldson, MD

Contemporary European and American
research on race, ethnicity, and health uses
poorly defined labels to describe study popu-
lations. The search for accurate terminology
remais controversial, for scientific and social
reasons,1-16 as ilustrated by discussions of the
terms Hispanic34 and Asian5 and the changing
meaning of ethnicity and race in the United
Kingdom" and the United States.2"2
Researchers should describe the study popula-
tions, define the terms used, and avoid lump-
ing together heterogeneous populations.3'57

The controversy2 and scholarly and
political debate'2'6 have largely bypassed
the label White. Words such as White and
Caucasian have been accepted as self-
evidently suitable. While, for example, the
labels Hispanic and South Asian are indexed
in key textbooks,'0"' White is not. White is
institutionalized in the censuses of the
United States and the United Kingdom and
is used freely in compiling statistics,'4 in epi-
demiology,' " and in clinical medicine.

Racial and ethnic nomenclature in the
United States is dominated by the classifica-
tion of the Office of Management and Bud-
get, which was devised by a subcommittee
of the Federal Interagency Committee on
Education.'6 It was adopted in 1977 and has
been reviewed.'5 Its purpose was to collect
data on groups that are discrimnated against,
primarily for monitoring civil rights.'6 The
recent review drew httle attention to the cate-
gory White, although there were requests to
include European-American, German-
American, and Arab-American categories.'6

The US census has 10 subcategories for
Asians and Pacific Islanders but none for
Whites, who accounted for 80% ofthe popu-
lation in 1990. The British census is similar.
White is effectively a category for everyone
left out of specific racial and ethnic groups.
Researchers tend to rely on these classifica-
tions because of cost and convenience, even
though they were devised for a different pur-
pose other than research. As health and

social research is an important by-product of
statistics on population, this debate is rele-
vant to future discussions on the census.

Gimenez3 noted the problem of lumping
together heterogeneous minority groups under
one label but did not consider White groups.
Williams et al.'8 also pointed to cultural and
health variations within categories (e.g.,
Afncan Amencans, Asian Americans) but not
within White populations. Hahn and Stroup'3
criticized the Atlas ofUS CancerAmong Non-
Whites: 1950-1980 for combining data for all
non-Whites but not for combining Whites into
one group. The British Medical Journal's
guidance emphasizes the need to describe the
populations studied and to avoid shorthand
ethnic and racial labels. Examples are given
for minority groups, but not for the majority
population. Critical appraisal of the term
White and similar labels is overdue.

The Term White in Medicine and
Epidemiology

In the United States the patient's
racial/ethnic group is often given in the
opening of a case presentation. Caldwell and
Popenoe'7 have argued that racial labeling of
patients is superficial and misleading and
should be abandoned in this context.

Racial labels are common in research
on populations. Williams showed that in the
journal Health Services Research, 55% of
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papers gave only a Black-White contrast.'9
Words for the latter group included White,
Caucasian, Anglo, and nationalities of per-
sons (e.g., US, British). Jones et al.20 found
these terms for White populations in the
American Journal ofEpidemiology: White,
predominantly White, Anglo, Caucasian.
Ahdieh and Hahn2l made similar observa-
tions on research in the American Journal of
Public Health.

Journal editors, the guardians of lan-
guage, might be expected to take the lead in
clarifying terms. The Intemational Committee
of Medical Journal Editors published its first,
perfunctory statement on terminology for
research on race and ethnicity in 1997: 'The
definition and relevance of race and ethnicity
are ambiguous. Authors should be particularly
careful about using these categories."22

In most research on race, ethnicity, and
health published in English (which includes
most such work in the United States and the
United Kingdom), the companson group has
been the majority (White) population.'0"'1 In
this paper we consider the complex issue in
the context of naming the population against
which the health of racial and ethnic minority
groups is compared. This context prompted
our analysis, although the ramifications are
clearly much wider. (Whether White popula-
tions are the most appropriate ones for com-
parison in ethnicity and health research is
beyond the scope ofthis paper.)

The Purposes ofRace, Ethnicity,
and Health Research

The biological concept of race, whereby
human populations were divided into sub-
species, was dominant from the early 19th
century until its decline with the collapse of
Nazi racism at the end of the Second World
War. In retrospect, the biological concept of
race was ill-defined, poorly understood, and
invalid,23'24 and the science based on it
needed sharper scientific criticism.24

The concept of ethnicity is slowly
replacing the concept of race.'0"'1 While race
and ethnicity are separate, overlapping con-
cepts,'0'25 they are often used synonymously.
For example, in their examination of sys-
temic lupus erythematosus by race, Hopkin-
son et al.26 used census data on populations
by ethnic group, and recent textbooks use
both race and ethnicity, either in the titlel'0ll
or in the text,27 without distinguishing the
ideas. The points in this article apply to both
race and ethnicity.

The overriding perceived benefit of
race, ethnicity, and health research is a better
understanding of the causes of disease, par-
ticularly the relative contributions of genetic

and environmental factors.'0"" 1,25,'28 (Differ-
ences postulated to be due to genetic factors
should, however, be demonstrated to be so by
genetic studies.) Such research is also part of
surveillance that helps develop a scientific
basis for policy, as in the United Kingdom 29'30
and the United States.3" 32

Studies have shown multiple differ-
ences between racial and ethnic groups in the
pattern of disease and culture, which
researchers and policymakers have empha-
sized as important to effective health service
delivery. Studies have also drawn attention
to communication barriers and racist atti-
tudes. Ethnicity and health research has,
therefore, a scientific purpose of elucidating
the causes of diseases and the interplay
between cultural factors and health, and a
practical purpose of ensuring that services
and policies are appropriate. While the ter-
minology and concepts used ought to be pur-
pose driven, in practice this does not happen,
particularly with the word White. Despite
criticism of the historical23,24 and currente3-37
concepts and methods underpinning race,
ethnicity, and health research, such work is
increasing.

The Role ofthe Comparison
Population

Ethnicity and health research, or at least
the principles derived from such research,
must bridge geographic boundaries and time
periods to be scientifically useful. The scien-
tific paradigm, strong in epidemiology, is to
seek understanding through comparison. The
comparison population eases, but does not
solve, the problem of interpreting disease
variation between racial and ethnic groups in
different places and times. For example, it is
difficult to compare coronary heart disease
rates in "South Asian" populations across the
world because of differences in disease diag-
nosis and recording. Observations that in
many countries rates have been higher
among "South Asians" than among the local
comparison population have made some
interpretation possible.38 Comparison popu-
lations also help researchers interpret
changes in disease trends and assess whether
the health of minority groups deviates from
expectations. Finally, in the context of access
to and quality of health care, the comparison
population permits assessment of inequities
by ethnic or racial group.

Terms

Table 1 summarizes the qualities of most
of the terms for nonminority populations in

race, ethnicity, and health research in the
United States and the United King-
dom 1,2,8 10-2,14,1621 The dictionary-derived
meaning shown in the table comes mainly
from the Shorter Oxford English Dictionary.

The term White has long served social,
political, and everyday life and is embedded
in scientific language.'0""',14-2' The US Con-
stitution institutionalized racial categories by
allocating to slaves (Black or mulatto), for
the purpose of political representation, the
value of three fifths of a free person and by
giving no such value to "Indians not
taxed."39 The categories offree person,
slave, and Indians not taxed were rapidly
replaced by the preexisting color-based
social classification of White, Black, and
Red.39 The categories White and Black
remain key descriptors of American society
today14"16'39 and are the basis of administra-
tive statistics. The term Black has been
debated and changed in everyday and offi-
cial language, but the term White has not.
The use ofthe term White in the British 1991
census question on ethnicity has legitimized
its use in British epidemiology.

The US Office of Management and
Budget's Directive 15 defines a White person
as a person having origins in any ofthe origi-
nal peoples of Europe, North Africa, or the
Middle East.'4 Until recently, persons from
India were considered White in the US cen-
sus,2 and Middle Eastem people still are. In
Britain, Middle Eastern and North African
people would not be considered White, and
Asian Indians have never been considered so.

The term White includes persons of
Scottish, New Zealander, Greek, Spanish,
English, Canadian, Welsh, Irish, and-in the
United States-Iranian and Moroccan
descent and has little value in gauging eth-
nicity or race. It encourages the division of
society by skin color, reinforcing racial
stereotyping, and hides a remarkable hetero-
geneity of cultures. In a study carried out in
London,40 of 39 White patients, 7 were
Greek or Turkish Cypriot, 5 were Irish, and 9
were ofnon-British European origin.

The term Caucasian categorizes popula-
tions on the ill-defined basis ofa common ori-
gin in the distant past in the Caucasus region
of Central Europe. Most populations originat-
ing in India, Pakistan, and Bangladesh, for
example, are Caucasian. Except as an erro-
neous euphemism for refemng to persons of
European descent, the word has little value in
race, ethnicity, and health research. Freed-
man's8 plea that this tenm be rejected by sci-
ence should be accepted.

The words Occidental and Western
have similar meanings and are geographic
concepts (meaning belonging to the West).
The heterogeneity of such populations is also
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TABLE 1-Analysis of Terms Currently in Use to Describe Nonminority Populations

Term Dictionary-Derived Meaning Strengths Weaknesses Comments and Recommendations

White Applied to those races
(chiefly European or of
European extraction)
characterized by light
complexion

Caucasian Indo-European; Blumenbach's
(1800) term for the White
race of mankind, which he
derived from the Caucasus

Occidental Native or inhabitant of the
Occident (West)

Westem Of or pertaining to the
Westem or European
countries or races, as
distinguished from the
Eastern or Oriental

European A native of Europe

Europid Not defined but clearly
connotes origins in Europe

General Not defined, but
population epidemiological meaning

is everyone in population
being studied

Indigenous Native or belonging naturally
to a place

Pertaining to natives,
aborigines

Native One born in a place
One belonging to a
non-European and
imperfectly civilized
or savage race

Majority Greater number or part

Non-Asian, Not defined but
non-Chinese, implies those not belonging
etc. to the group under study
Reference, The standard against which
control, a population being
comparison studied can be compared

In science, a standard of
comparison used to check
inferences deduced from an
experiment, by application of
the "method of difference"

To place together so as to
note the similarities and
differences of

Used in Censuses
Socially recognized and

historically lasting concept
Antithesis of the term Black

Some relation to genetic
composition

Defines populations by
geographic origin in
the distant past

Geographically based

Refers to a culture and
place

Signifies geographic origin
Purports to describe a culture

(though some would
dispute its validity)

Clear geographic status
New term, no past associations

Makes no assumptions
about raciaVethnic origin

Truly a whole population

Links to land and birthplace

Links to land and birthplace

Does not presume ethnicity
Logically correct

Neutral terms
Recognize purpose of

the nonminority group
in the research

Forces writer to describe
population and clarify
terminology of study
or review

Used to describe
heterogeneous populations

Unrelated to ethnicity
Geographic links are historical

rather than contemporary

Used to describe
heterogeneous populations

No contemporary
geographic link

Unrelated to ethnicity

Used to describe
heterogeneous populations

Unrelated to ethnicity

Not geographically specific
Used to describe
heterogeneous populations

Used to describe
heterogeneous populations

Ancestral origins may be
difficult to ascertain

Used to describe
heterogeneous populations

Ancestral origins may be difficult
to ascertain

Inaccurate unless it is
a truly representative
population

Imprecise
Conflates concepts of place

of birth, place of residence,
and ancestry

Historical connotations
of being non-European

Conflates concepts of place
of birth, place of residence,
and ancestry

Extremely broad and imprecise
Extremely broad and imprecise

Nature of the reference or
control population is not
self-evident

Could be misunderstood to
mean closer matching
than is actually carried out

Misnomer
In practice refers to people of
European origin with pale
complexions

Abandon in scientific writing
Means originating in the
Caucasus region and
refers to Indo-Europeans

Widely misunderstood
Widely used as synonym

for 'White'
Abandon

Means belonging to the West
(occident is where the sun sets)

Abandon

Abandon

Comparable in breadth to terms
such as Chinese, South Asian
Useful for intemational studies
comparing large areas

Unfamiliar term
Comparable in breadth to terms
such as Chinese, South Asian

Useful for international studies
comparing large areas

Excellent term for representative
population samples

Some in the nonminority groups
are not indigenous; some in the
minority groups are

Abandon

Similar to, and used
synonymously with, indigenous

Abandon except in historical
treatises

Avoid if possible
Avoid if possible

Preferred

so great that the words have little value in
research. Occidental and its opposite, Orien-
tal (belonging to the East), are out of vogue.
Western is commonly used, but with the
global spread of "western" populations and
cultures its value is being undermined.

European has a geographic meaning
and a more general one. In international
research comparing, say, World Health Orga-
nization health statistics from different
regions, European has a specific meaning. In
practice, the term refers to people of Euro-

pean ancestral origin (e.g., studies in Amer-
ica may refer to persons of European stock)
rather than nationality or residence.

Freedman argues the merits of the unfa-
miliar term Europid. It denotes a geographic
base, has no alternative meanings, is self-
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evident, and is a single word. These facts do
not resolve the heterogeneity issue: a study
from Aberdeen and one from Athens could
both use the words European and Europid to
describe the local population. The only
attraction of Europid is that it would require
users to pause and question the label.

General population is a good description
if a population is truly representative of that
under study, as in the work of Ecob and
Williams.4' In their research the minority popu-
lation was compared with the whole commu-
nity (including minorities), an unusual strategy
that dilutes variations between groups. The
terms indigenous and native have no exact def-
initions and have pejorative associations. It is
difficult to judge when an individual or popula-
tion becomes indigenous or native. Tenms such
as majoritypopulation and non-(minority) pop-
ulation (for example, non-Asian) are as broad
as the terms above but permit fewer assump-
tions about the racial/ethnic composition of the
population. These terms can be interpreted as
refemnng to the White population.

The terms reference, control, and com-
parison populations are grounded in scientific
method and lead to no assumptions about race
and ethnicity and so mandate a description of
the population by the authors, as recom-
mended in recent guidelines to authors.6'7 They
invite the question, What is the composition of
the comparison population? They also focus
thought on the need to compare like with like
and hence on the purposes of research on eth-
nicity and race. We recommend the use of
these terms, provided they are not taken to
imply normality, and suggest that comparison
population be the preferred term.

Conclusion: Toward Guiding
Principles

In recent years researchers have fol-
lowed administrative categories for race and
ethnicity, even when these are acknowledged
as having no scientific or anthropological
validity (see references 14 and 15). This
unsatisfactory state of affairs can be reme-
died only if scientists use the most specific
term suitable to the purpose and context of
the study and avoid pejorative words. Care-
ful description of the characteristics of each
population studied to make clear the basis of
racial or ethnic classification (e.g., ancestry,
geographic origin, birthplace, language, reli-
gion, migration history) is an essential start-
ing point.

In comparative work including a group
from the majority population, terms such as
reference, control, or comparison population
have advantages compared with terms such
as White or European. They raise fewer

expectations and prior assumptions and
require the writer to provide detail on the
populations studied, including their hetero-
geneity and origins. Editors and reviewers
will find it easier to spot a lack of such infor-
mation if these terms are used. Comparison
population avoids the implication of a stan-
dard or norm associated with the terms con-
trol and reference; therefore we suggest that
this be the preferred term for a White popu-
lation used for comparison.

This approach will not solve the prob-
lem of how populations perceive themselves
in society, nor is it a solution to the classifica-
tion problems in the collection of statistics for
social and administrative purposes. It should
allow scientists to break free from a nomen-
clature developed for nonscientific purposes
and to participate in conceptualizing the basis
of the racial and ethnic groupings they use.
Given that scientific use of a social category
can be interpreted as an endorsement of its
validity,'3 avoidance of loose terminology in
research might influence everyday language
and counter the predominance of color as a
means ofgrouping populations.

There are problems of poverty and
excess disease in subgroups of the White
population, which cannot be unearthed and
tackled by using the label White. For exam-
ple, the Irish-born and Scottish-born resi-
dents of England and Wales have recently
been shown to have the highest standardized
mortality ratios in England and Wales,
higher than those of racial and ethnic minori-
ties bom in countries of the Caribbean and
South Asia.42 Clearly, there are subgroups
within the White community with special
needs. The argument that the focus of race
and ethnicity statistics should be on those
with adverse health outcomes is a sound one.
Clearly, it is not only ethnic groups of color
who are in this position.

This paper widens debate on the issue of
conceptualizing, categorizing, and naming
racial and ethnic groups. This debate has
been misperceived as an issue mainly for
minority groups. This paper has focused on
the terminology used for populations in com-
parative studies of the health of ethnic and
racial minority groups, but there are many
aspects that need work by other scholars,
such as whether there is international under-
standing and agreement on the meaning of
the term White and other commonly used
labels; whether such agreement is achievable;
the comparative health of population sub-
groups aggregated within the term White;
developing a valid nomenclature for that pop-
ulation and its subgroups; and demonstrating
that data on subgroups of the White popula-
tion can be successful in improving the health
status of worse-off subgroups. Work is also

needed to define whether comparisons of the
health of minority populations with that of
the majority population are an appropriate
foundation for ethnicity, race, and health
research. We recognize the scope of these
tasks. Their achievement is a long-term goal,
but discussion needs to start now. L]
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